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I, __________________________________ hereby give permission for any and all medical attention to be administered to my child in the event of accident, injury, sickness, etc., under the direction of the person(s) listed below, until such a time as I may be contacted. I also assume the responsibility for the payment of any such treatment. This release is effective for the period of one year from the date given below.

Child Name: __________________________________________________________________________________

Address:______________________________________________________________________________________

City: / Florida / Zip ______________________________________________________________________________

Home Phone______________________________ Cell: ___________________________________

In case I cannot be reached, any of the following persons are designated to act on my behalf:

• Coach Name:
_________________________________________________________________________________

• Asst Coach Name:
___________________________________________________________________________

• Manager Name:
___________________________________________________________________________

• League representative where my child is playing: Yes     or     No 
• Any tournament representative where my child is participating in a tournament: Yes (  or    No (
Physician: _____________________________________________________________________________________

Phone: ________________________________________________________________________________________

Insurance Co: Policy #: ___________________________________________________________________________

Known Allergies: ________________________________________________________________________________

Known Medical Conditions: ______________________________________________________________________________________________

______________________________________________________________________________________________

INFORMED CONSENT: I, parent/guardian of named participant, agree that we will abide by the rules of the CAPE CORAL SOCCER ASSOCIATION, the state association (FYSA) and all its affiliated organizations. My/our child wishes to participate in soccer during the 2019-20 season. I/we realize that the risk to my/our child includes full range of injuries from minor to severe, and the result could be death, paralysis, concussions, brain injury or other serious, permanent disability. I/we accept this risk as a condition of my/our child’s participation. The Participant and legal guardian/s hereby releases and forever indemnifies and holds harmless Cape Coral Soccer Association, FYSA and/or any of its affiliated organizations and employees, for any injury or damage that he/she may sustain as a result of his/her participation in the Cape Coral Soccer Associations Program.  The Participant and legal guardian/s fully understands that play is at his/her own risk.
Signature: (Parent/Guardian) _____________________________________________________________________
Date: _________________
Subscribed and sworn before me, this ________day of ____________________20____

Identification Provided ___________________________________________________________________
___________________________________

Notary Public
Revised 4/2019
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